Purpose: To conduct a survey of primary care physicians and advanced registered nurse practitioners (ARNPs) in Washington State (WA) focused on changes in practice patterns and use of support tools in the prescription of opioids for the treatment of chronic noncancer pain (CNCP).
data suggest that long-term opioid therapy may be a self-perpetuating or even lifelong therapy that may have a significant adverse financial effect on state Medicaid and workers' compensation systems. 7 In response to these serious problems, public agencies in the state of Washington (WA) implemented in 2007 the first opioid dosing guideline in the United States, 8 ; in 2010 the state passed the first new laws repealing earlier permissive laws, 9 and implemented regulations 10 reflective of widely agreed upon best practices for the safe and effective prescription of opioids for chronic noncancer pain (CNCP).
The principal prescribers of opioids for adults with CNCP are primary care providers. These providers-prominently MDs, osteopaths, and, in some states, advanced practice nurses-are in a particularly difficult position, often facing patients with complex pain-related problems and demands. In a survey of WA primary care physicians in early 2009, the majority of providers reported serious concerns about the development of dependence, addiction, or diversion in their patients with CNCP who were treated with opioids. 11 Moreover, up to a third of primary care physicians report having experienced severe adverse events, including death, among their patients with CNCP who were treated with opioids. 12, 13 At the same time, one third of WA primary care physicians report difficulty accessing pain consultation to assist in caring for these patients. 11 These converging circumstances may contribute to the reluctance of primary care providers to initiate opioid therapy in patients with CNCP or to accept new patients into their practices who are already receiving chronic opioid therapy. 12 Medical students report that treating complex patients with CNCP and opioids is a reason for them not to enter a primary care field. 14 To better understand current practice patterns related to opioid prescribing for patients with CNCP in the rapidly changing policy and regulatory landscape in WA, we conducted a survey of primary care prescribers in the state, including nurse practitioners. In particular, we sought to examine (1) changes in physician practice patterns regarding opioid use for CNCP compared with an earlier survey, 2) differences in practice patterns between advanced registered nurse practitioners (ARNPs) and physicians, and 3) differences between prescribers across regions and health systems likely to have disparities in resource support. In our survey, we paid particular attention not just to identifying recognized problems, but also to identifying potential solutions to the current crisis.
Methods

Study Design and Survey Development
The current survey was adapted from a prior survey 11 of primary care physicians (N ϭ 655) conducted in WA from October through December 2009. We revised the 21 items used in the prior survey 11 and added questions assessing other areas. The final survey consisted of 39 items and took 15 minutes on average to complete. In this survey, we focused largely on how practice patterns may have changed since implementation of the WA Opioid Dosing Guideline in 2007. 8 As an example of question format, we asked, "Has the frequency of your opioid prescribing for chronic, noncancer pain changed over the past 3 years?" Response choices were (1) "Yes, I prescribe opioids to more of my chronic pain patients now"; (2) "Yes, I prescribe opioids to fewer of my chronic pain patients now"; (3) "Yes, I stopped prescribing opioids"; (4) "I have not prescribed opioids in the past 3 years"; and (5) "There has been no change in the number of chronic pain patients for whom I prescribe opioids."
We approached numerous organizations and asked either clinical pain specialists/leaders or administrative personnel in those organizations to assist in disseminating the survey. Organizations that agreed to participate included the Washington State Medical Association (by sending out a link in their monthly newsletter); Group Health (GH), a large integrated health plan serving more than 400,000 members in WA (via listserv E-mail distribution by a pain specialist/leader); the Everett Clinic, a large multispecialty clinic in an urban area north of Seattle (via listserv E-mail distribution by a pain specialist/leader); the Washington Academy of Family Practice (via listserv E-mail distribution by administrative personnel); and the Spokane County Medical Society (via direct mail, E-mail, and web/newsletter notification by administrative personnel). The Spokane County Medical Society was added at their request because of perceived concerns regarding opioid use in the county. In addition, a current mailing list of actively practicing ARNPs was accessed through the WA Department of Health, and invitations were mailed from our research office to ARNPs regarding potential participation. Once distributed in each organization or group, the survey was available for up to 120 days. Like the earlier survey, our adapted survey was anonymous and web-based, using Survey Monkey (http://www.surveymonkey.com/). The current survey was conducted from March through August 2011. The project was approved by the University of Washington Human Subjects Review Committee.
Statistical Analysis
The analysis sample consisted of survey respondents who said that they treated patients with CNCP. We used descriptive statistics to characterize the sample and survey responses. We used 2 tests to compare responses of different types of providers and providers in different settings. In particular, we compared responses of physicians and ARNPs. We also compared responses of providers in Spokane, the largest city in Eastern WA (county population of 451,000) with those of providers in other regions of the state. Finally, we compared responses of providers affiliated with GH, a nonprofit health care system in WA that in 2010 implemented a multifaceted risk mitigation initiative and guideline targeting management of patients receiving long-term opioid therapy. 15 Statistics were analyzed using 2-tail tests, and we considered statistical significance to be P Ͻ .05. SPSS version 15.0 (SPSS, Inc., Chicago, IL) was used to conduct the analyses.
Results
A total of 856 providers completed the survey. Response rates varied somewhat across the organizations: Group Health, 10.8% (63 of 584 providers on the E-mail distribution list); Washington Academy of Family Practice, 6.3% (169 of 2700 providers on the E-mail distribution list); and ARNPs, 8.5% (425 of 5000 who were mailed invitations to participate). Of these respondents, 623 said that they treated patients with CNCP; the respondents are the focus of this report. Among these respondents, 253 self-identified as an MD (40.6%), 243 as an ARNP (39%), 32 as an osteopath (5.1%), and 16 as a physician assistant (2.6%). Respondents with missing data for provider type (n ϭ 79) were excluded from analyses by provider type. For analyses related to physicians, MDs and osteopaths are combined.
Overall, physician responses were similar to the responses in the prior survey, 11 with the exception that 71% of physicians in the current survey reported that they had read and/or applied the WA Opioid Dosing Guideline 8 compared with 62% in 2009 (P ϭ .01). Compared with the 2009 survey, the current survey sample included a greater proportion of female providers (62.5% vs. 40%) and a smaller proportion of MDs (41% vs. 88%). Table 1 summarizes the providers' reported opioid prescribing practices. Physicians were more likely than ARNPs to report prescribing opioids to Ն50% of their patients with CNCP (39.8% of physicians vs. 21.7% of ARNPs; P Ͻ .01). Fewer GH providers (18.8%) than non-GH providers (42.7%) reported prescribing opioids to Ն50% of their patients with CNCP (P ϭ .008). Although 44.4% of respondents overall reported prescribing opioids to fewer patients with CNCP than in the past, the majority of both GH (60.4%) and Spokane providers (63%) reported this. More than twice as many ARNPs (5.8%) as physicians (2.1%) reported having stopped prescribing opioids altogether (P ϭ .03). No GH providers reported that they stopped prescribing opioids. A majority of both GH (57.4%) and Spokane (58.9%) providers reported prescribing higher doses of opioids less often. A majority of providers (72.3% overall; 73.1% of physicians) reported being very concerned about overdose, addiction, dependence, or diversion. In the 2009 survey, 54% of physicians reported those concerns. In the current survey, a somewhat smaller proportion of GH providers (61.7%) reported being very concerned about those opioid-related problems compared with non-GH providers (73.2%; P ϭ .09). A minority of all survey respondents who saw patients with CNCP (25.3%) indicated that they were very concerned about regulatory scrutiny. Only 12.8% of GH providers were so concerned, compared with 26.4% of non-GH providers (P ϭ .07). Table 2 provides information about the use of the WA Opioid Dosing Guideline and other resources. Compared with physicians, fewer ARNPs had read and/or applied the guideline (40.1% of ARNPs vs. 70.9% of physicians; P Ͻ .01). The majority of providers (87%) felt that the 120 mg/day MED yellow flag dose in the guideline was reasonable (71%) or too high (16%). More physicians compared with ARNPs reported having access to opioid prescribing policies and tools in their clinics (68.1% vs. 48.5%; P Ͻ .01) and electronic prescription records linked to electronic health records (84.1% vs. 62.5%; P Ͻ .01) that could assist in supporting appropriate opioid use. Spokane providers were the most likely to report "never or almost never" successfully obtaining a pain consultation compared with non-Spokane providers (42.5% vs. 12.8%; P Ͻ .01). Only 3.3% of GH providers reported such difficulty compared with 16.7% of non-GH providers (P Ͻ .01).
The great majority of all groups thought that specific innovative methods of consultation or assistance, such as telephone or video consultation with experts, would be helpful. Nearly 90% reported that webbased continuing medical education training would be useful. Only a minority of providers overall (17.6%) reported participating in collaborative therapy arrangements with pharmacists, but 47.7% of GH providers reported this capacity versus 14.9% of non-GH providers (P Ͻ .01).
Discussion
Primary care providers in the United States find themselves at an important crossroads concerning opioid therapy for CNCP. For more than a decade, pain experts and organized medicine called for more adequate treatment of pain with opioids, which increased prescribing by physicians and other providers who treated patients with CNCP. 16 Rates of use and daily doses of the most powerful schedule II opioids then rose dramatically. 17 These increased rates of use-especially increased rates of high-dose use-have contributed to the public health epidemic of overdose morbidity and mortality that has occurred over the past decade. [3] [4] [5] In 2007, WA was the first state or jurisdiction to implement specific dosing guidance for opioids in the treatment of CNCP. 8 It was also the first state to repeal the "Intractable Pain" laws that had legalized long-term opioid therapy without a dosing ceiling and to implement new laws and regulations reflecting generally agreed upon best practices.
9,10
In a 2009 survey primary care physicians in WA reported that they rarely used most of these best practices and that they thought that more guidance and community resources, including dosing guidance, was needed. 11 WA agencies and our collaborating clinical and academic advisors responded with an updated Opioid Dosing Guideline in June 2010, which contained tools needed to implement most of the best practices. Values are n/N (%). *There were 623 respondents who said that they treated patients with chronic noncancer pain (CNCP), but the sample size for each question differed because of missing data and skip patterns. The physician, ARNP, Spokane, and Group Health categories are subgroups of the overall group and may overlap.
When the WA Opioid Dosing Guideline was first published online in April 2007, it received strong negative feedback from professional pain organizations and patient advocacy groups and a lawsuit was filed but was subsequently overturned. However, in the 2009 survey of WA primary care physicians, 86% reported that a yellow flag dose of 120 mg/day MED was reasonable (75%) or too high (11%), which is similar to the results of the current survey (71% and 16%, respectively). 11 Of primary care prescribers who responded to the 2009 survey, 54% were concerned about dependence, addiction, and diversion. In the current survey, an even larger proportion of providers (72%) reported similar concerns. These concerns are consistent with survey data collected from primary care physicians in low-income clinics in the United States, 12 Canada, 13 and Veterans Affairs medical clinics. 18 Thus, while primary care physicians generally express confidence in their ability to use opioids to treat CNCP, 12,13 potential risks of dependence and addiction and lack of community and system resources are significant concerns. In the current survey, providers in a large WA integrated health plan (GH) that has a long tradition of innovation in chronic care reported fewer concerns regarding opioid prescribing for CNCP. This is likely because of strong institutional support throughout the organization for adoption of best practices regarding opioid prescribing, including a risk mitigation initiative and prescribing guideline targeting patients receiving chronic opioid therapy that was implemented in October 2010. 15 Although 3.3% of all providers statewide reported they had stopped prescribing opioids for CNCP, no GH provider in our survey reported doing so. While 16.7% of non-GH providers and 42.5% of Spokane providers reported that they "never or almost never" can access a pain consultation, only one GH physician reported such difficulty. When WA passed new opioid laws early in 2010, 9 concern was expressed regarding regulatory Values are n/N (%). *There were 623 respondents who said that they treated patients with chronic noncancer pain (CNCP), but the sample size for each question differed because of missing data and skip patterns. The physician, advanced registered nurse practitioner (ARNP), Spokane, and Group Health categories are subgroups of the overall group and may overlap. CME, continuing medical education; EMR, electronic medical record; Q24f.
scrutiny and potential overreach by the government. However, in the current survey, conducted about 1 year after passage of the law, only a minority of WA providers overall (25.3%) reported being very concerned about regulatory scrutiny. Among providers at GH, only 12.8% reported such concern. In Spokane, a community with less support for opioid prescribing and chronic pain management best practices, 29.2% expressed concern. Although ARNPs may prescribe controlled substances in WA and in most states, 19 this is the first report of opioid prescribing practices specific to ARNPs. Of the respondents in this survey, 39% were ARNPs. Overall, in our survey, ARNPs, as compared with physicians, were less likely to report prescribing opioids to the majority of their patients with CNCP, to have read/applied the WA Opioid Dosing Guideline, or to have available opioid policy tools or electronic health records in their clinical setting. Compared with WA physicians, ARNPs were more than twice as likely to have stopped prescribing opioids altogether to their patients with CNCP. The reasons for these differences are not clear. Limitations of this study include the use of a convenience sample and a low response rate. The 2009 survey focused on acceptance and diffusion of the 2007 Opioid Dosing Guideline, whereas the current survey was expanded to include a focus on changing practices and needed resources. The addition of ARNPs to the survey sample and different methods of accessing respondents resulted in differences between the 2009 survey and the current survey that precluded ability to directly compare results.
Although questions remain concerning the longterm effectiveness of opioid therapy in people with CNCP, there is little question that more community-based resources will be necessary to effectively treat patients with CNCP. In this survey, the great majority of all prescribers reported enthusiasm for the diffusion of tools to help them manage patients with CNCP, including phone consultations with experts, web-based tools, web-based continuing medical education, and other advanced training, patient decision aids, and computerized programs to monitor prescription drugs. The current results also suggest a pressing need to increase capacity in the majority of communities that do not have the substantial resources required to effectively address chronic pain. 16 We have begun to develop such capacity through payment incentives for best practices and improved care coordination among injured workers in WA 20 and by offering more efficient means of consultation, such as the use of video-linked consultations with panels of university-based experts. 21 The prevention and adequate treatment of chronic pain should be considered in the same conceptual framework offered by leaders of integrated care management for other chronic diseases. 22 As such, a medical home model to address chronic pain as a community-wide health delivery innovation should be considered. Insurers will be critical in developing incentives for best practices that could be effective alternatives to opioids in preventing and treating chronic pain, such as reducing patient avoidance of fear and promoting patient participation in customary activities, graded exercise, cognitive-behavioral therapy, and multidisciplinary intensive rehabilitation. 23 In addition, incentivizing balanced, evidence-based provider education on these best practices will be necessary to help ensure their dissemination.
Conclusion
Opioids have not turned out to be the effective and "not as addicting as we used to believe" treatment that some pain champions and pharmaceutical companies promised, based on no good scientific evidence, in the late 1990s. 24 We were told that there is no ceiling on dose and that the best way to treat tolerance is to keep increasing dose. We have now learned that dose is highly related to morbidity and mortality [3] [4] [5] ; implementation of more clear-cut dosing guidance and other best practice tools are needed at this point. 8, 15 Practitioners are clamoring for more guidance and community resources to deal with the multitude of patients now receiving longterm opioid therapy and the many other patients with chronic pain who are not taking opioids. There is a particularly urgent and critical need for research that will generate the information necessary to prevent the next cohort of patients from getting potentially lethal but ineffective doses of opioids and to shed light on effective ways to improve the suffering and function of those who already are dependent on or addicted to opioids and are still in pain.
